MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
DO NOT WRITE AMENDED “eﬂl'"ﬂ"ll‘m Dll""i nl\ﬁ_g.g_ﬂ].n,:.__/___?rlmury Regintration District Na‘_za. QQ_V_RWJIIHI s No. \i 2/_________ .

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If inatitution: Residence before
». COUNTY Adalr s state Mo, b. county  Adair " admision}
b. anY (I eutside corporate limits, give TOWNSHIP anly) Lengih of stay in 1b c. COI‘I"lY Inside Limiis
TOWN Kirksville,Mo. 12 days own Kirksville el No [
c. FULL NAME OF {If NOT in hospital, give locatian) Inside Limirs d. STREET (If cutside, give locatian} Reside on Farm

'l 7
200/7 sttt Lewghlin Hospital Y Nold MRS 713 W, Hamilton Y O NeX

3 3. NAME OF DECEASED First Middle 4, DATE Month Day Yaar
{Type or print) OF
James Ruasell Babcock DEATH Nove 12, 1963

4 0 5. SEX MaIe &, ﬁﬂ OR RACE 7. Married OJ Never Married [] |8., DATE QF BIRTH 9. AGE (last birthdsy) | IF UNDER 1 YEAR IF UNDER 24 HR
/ -] Widowed [] Diverced [J h_lgog Sh Months | Days Houwrs rMin.

VS 300
Rev. 4/59

DATE AMENDED

10a. USUAL OCCUPATION (Give kind of work done | HOb. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
i ing. lifa, i . .
gy ed T AERE e painter Kirksville,Mo, USA
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Fred W. Babcock Ida Mae Broyles Josephine Strait Babcock

15. WAS DECEASED EVER IN U5, ARMED FORCES? 14. SOCIAL SECURITY NO, 17. INFORMﬁsSour Address Kj_rksville’
Yes, no, % TR , give dates of serv
tenre Yes \ﬁ’\ile o Mrs. Josephine Babcock?l3 W. Hamilton

18. CAUSE OF DEATH (Enter only one cause per line| INTERVAL RETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND, DEATH

IMMEDIATE CAUSE (a) :.0 /V/C, C‘OMAV /12 4%

DOCUMENT

oo ferg | DVETO™ / 2K ﬁlé CiRCHOS S o4~ Liws 2. UrK wows
] DUE 70 () L/ fl— 74”5/(46!/4)9”5 A Scy 7155 "

asbove cause (&)

atating the under-

PART I1I. O'IHER SIGNIFICANT CONDIIIONS CONTRIBUTING TC DEATH but not relsted to the terminsl PART I1l. If deceased was. female wa
there a pregnancy in last 90 days.

lying cause last.
1& copdirtion given ig PART | (a)
CL%OIUNL G e S l,‘/f - CHDAG Lf‘fz,ﬂvS/_j | 0O Yes I O No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT ﬁUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of irem 18.)
PERFORMED a a O
YES ] NO

20c. TIME OF  Hou Month, Day, Year |
— INJURY am.
. p-m.

20d. INJURY QCCURRED--. 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK T] farm factory, sieet, office bidg., etc.)
NOT WHILE AT WOEK O

~ (2L o~ 2637
21, | anended the decaased 4 /{/ ,/2' é] and last saw p;p, alive on // /d
:urred fa' ! ? ? m on ihe date itated above, and to 1he best of my knowlsdge, from the causes siated.

22¢. DATE SIGNED

/%Zij {’MZC &L ) Kk llE, Ues | n-m63

Y23 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, aor county) {Stare)

a. TE
B eI | Nove b, 190.{ Ownbey Cemetery Kirksville,Mos

24. FU RAL D CTOR 25, DATE RECD. BY LOCAL REG. . REGISIRAR'S SIGNATU
]J ﬁ :ﬁg uneral Home, EEN Franklin g
{Licenged Erhulme:l Statement on Rever.le Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




/7#@7?«7 ”g

‘
A

51
3
S

STATEMENT BY LICENSED EMBALMER D

L

£547 9/~ WW@

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ) : Sludqm Embalmer No.

working under my personal supervision.

SRS
e

Student -
Signature of Student Embalmer

Licensed Em?aimer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this bo{dy_- is not embalmed, fact should be.so stated above.




